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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Peimary ReEisﬁhgﬁﬂ?istri:_fN_&__..3..-.5._&_.7 _____ Reg_istrut'sN_o.mg,,Qz _______

,,,,,,,,,,,, 59-012461

STATE FILE NUMBER

I - PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [l institution: Residence before
. COUNTY . STATE b. COUNTY ission
- 300 BUTLER ° MISSOURE ST.10
1-57 CIOTRY (If cutside corporate fimits, give TOWNSHIP only) Inside Limits c. C(I:;I'R:! 3 0 q q Inside Limits
o TOWH POFPLAR BLUFF Yes ﬂ“" () TOWN ST ° mUIS (7 Yesﬂ Mo []
<. Egls_é.l_?:t‘l%OF {lf NOT in bospital, give location) | Length of stay in 1b d. iTD%EEEES (If outside, give location) Reside on Farm
INSTITUTION 1 DAY 5946 LILLIAN STREET | Ye[ ne(X
3. NAME OF DECEASED First Middie Last 4. DATE Month Doy Year
(Type or print) OF
OLLTE (NONE) DICKERSON oeaTH APRIL 18, 1959
5. SEX 6. COLOR OR RACE 7‘MARR|ED|:] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In years IF UNDER | YEAR| IF UNDER 24 HRS.
0 last birthday) [ Manths | Days Houra Min,
MALE WHITE g wibowen[{ pivorcen[T]|  2=8=95 bl I

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City ond stote or country)

o 12. CITIZEN OF WHAT COUNTRY?

during most of working life, aven if ratired) AWURE BEN’ION’ }IB mml U'S. A.
3 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
£ WILLIAM D ICKERSON ANNIE DUPREE DECEASED
% ]\5’. WAS DECE;\SED ErlER IN WL S, ARMEdD FOR‘CEST 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
b a8 NO, OF UAKNOQwWN ws, gl r dates of servics
2 MR - A Akl 5 ’ 772 | VA HOSPITAL RECORDS, POPLAR BLUFF, M0.

18. CAUSE OF DEATH (Enter only one cause per line for (o}, (b), and {¢).)
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

RECURRENT CARDIOVASCULAR ACCIDENT.

INTERVAL BETWEEN

Oli%Ee ﬁb DEATH

A‘
N AT BPE
bl

[H])
-
]
a
o
o,
=
ut
§ L
= 24
x
A Conitons e, - o0E 70 & _ HUFERTENSIVE CARDIOVASCULAR DISEASE. Many Years.
5 = which gave rise to i
B ; above C:Uil d(ul, w
tati H -
-] P lying <ssve lost, ) DUE TO (c} KA !
E 4 s 5 FPART }. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the terminal disease condition givan in PART ) (a) 19, WAS AUTOPSY |
2 PERFORMEQ?,
i B 1. NEPHROSCLEROSIS, CHRONIC, SEVERE. 2, ENCEPHALOMALACIA, ves L] NOJD 2
€ .- }‘Z‘ 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Ll of item 18.)
5> ZQE
-1 O ] ]
55 ZNMS[20c. TIMEOF Hour Menth, Day, Year
52 mfs INJURY  am.
; E 5 ‘X p.m.
EE 3 20d. INJURY OCCURRED e. PLACE OF INJURY (a.g., inor cbouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
S § w WHILE AT[:] NOT WHILE O tarm, factory, street, office bidg., etc.)
2 3 WOR AT WORK
g 21. [f cttended the deceased from _%ﬂrj_]_l&,_]ﬁjj_ o Aprdl 18, 195 her
% § Death eccurred ot _l'.:m m on the date stated cbove; and to the best ¢f my knowledge, from the couses stated.
5 P gpfitle) ¢ | 22b. ADDRESS 22c. PATE SIGNED
-1
$3 R NER, M,D., Actg.Chief, Medical!Sve,,VA HOSP., Poplar Bluff, Mo, L/20/59

23q. BURIAL, CREMATION, | 23b. DATE

HEMBTEL | L-20~59

23c. NAME OF CEMETERY OR CREMATORY

Laurel Hill Cem.

23d. LOCATION (City, town, or county)

St. Louls, FHo.

(State)

")

24. FUNERAL DIRECTOR

25- DATE JECD. BY LD
lo.

AL REG.

Frank-Cotrell POplar Bluff

4 25/5F

{Licenued Embaolmer's Syfum.

wnt on Reverse Side)




. STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

; o ' : , Student Embalmer No. ....ooevvveennnns

by me, or by

working under my personal supervision.

Student ..ooeeniini e
Signature of Student Embalimer

= s T - T t ) ) t ‘Licensed.Eml@ A -y A snaine
P. O, Addres . L ﬁ—%

" Noté: The above MUST BE SIGNED BY THE LICENSED EMBALMER 4 his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he alsd shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




